A small bowel enema demonstrated markedly dilated small bowel loops with thickened valvulae conniventes and mucosal nodularity suggestive of an infiltrative process. Serum IgA was 18.0 gil (normal 0.7-3.5 gil), IgG 3.5 gil (normal 7-17 gil) and IgM 0.2 gil (normal 0.7-2.1 gil). A paraprotein band at 5 gil was present in the gamma-globulin region on serum electrophoresis and was confirmed as IgA heavy chain by immunofixatiou'. No paraproteins were detected in the urine. Small bowel biopsies showed infiltration by plasma cells, lymphoplasmacytoid cells and scattered immunoblasts with abundant cytoplasmic IgA heavy chain molecules demonstrated immunohistochemically (see Figure 1) . A tunnelled subclavian line was inserted for correction of the fluid and electrolyte depletion and parenteral feeding. Once the diagnosis of alpha-chain disease had been made the patient underwent a staging laparotomy which placed him at stage II (see Table 1 ). Diarrhoea remitted within three days of starting on metronidazole and tetracycline: this was followed by six courses of CHOP (cyclophosphamide, vincristine, adriamycin and prednisolone) as an outpatient. Although his latest biopsies are still abnormal he remains in clinical remission with a current weight of 62.2 kg almost 18 months after diagnosis.
Discussion
Alpha-chain disease, otherwise known as Mediterranean lymphoma or immunoproliferative small intestinal disease (IPSID), is best defined as a malabsorption enteropathy attributable to the presence of diffuse lymphoplasmocytic infiltration of the small intestinal mucosa and characterized by the synthesis of anomalous alpha-chain peptides. It affects young adults of low socio-economic status with a male preponderance (2 : 1) and is endemic in the Middle East, South East Asia and the Mediterranean Littoral. Presenting symptoms include diarrhoea (95%), weight loss (84%), abdominal pain (84%), recurrent vomiting (60%) and low grade fever (44%), with emaciation (90%) and finger-toe clubbing (68%) being the commonest physical findings'', The
Journal of the Royal Society of Medicine Volume 82 June 1989 365 pathogenesis of alpha-chain disease remains obscure but socio-economic factors, environmental agents and genetic predisposition all seem to contribute. Marked histological and functional alterations of the small intestine have been described in asymptomatic residents of endemic regions and immunological defects have been well described in patients with protein-energy malnutrition". These changes may permit bacterial overgrowth of the bowel with the consequent antigenic stimulation provoking immunoproliferation and the progressive sequential development of overt lymphoma from a susceptible clone oflymphocytes. Certainly bacterial overgrowth is of considerable importance in the symptomatology of alpha-chain disease; witness the rapid resolution of our patient's high-output diarrhoea on antimicrobials. It is also well-known that complete resolution of the histological and functional abnormalities seen in early stage disease has occurred with prolonged anti-microbial treatment alone. The response rate, however, diminishes with increasing cellular atypia and frankly lymphomatous change. For stage II or more disease various multiagent chemotherapeutic regimes or total abdominal irradiation have been advocated', Irradiation is occasionally complicated by devastating intestinal perforation and chemotherapy appears preferable despite sometimes being poorly tolerated by debilitated, malnourished patients. However, to date no comparative clinical trials of adequate size have been performed.
Figures for five year survival are likewise not easily obtained from such small series of patients as have been published but prognosis appears to be relatively good in early stage disease with appropriate treatment. It is therefore crucial that, although rare, the diagnosis of alpha-chain disease should be entertained early in the evaluation of patients of appropriate geographic origin presenting with diarrhoea, weight loss and abdominal pain. 
Case report
The female patient, now aged 43 years, first developed haemorrhagic lesions on the palmar and dorsal aspects of the hands and on the soles of the feet during her early childhood. Lesions began as painful 3-5 mm red to purple blisters, which were usually angulated with jagged margins (Figure 1 ). Over the course of about a week they would develop into dark brown or black macules before becoming fragmented and dotted centrally, resembling the lesions of talon noir. Individual lesions lasted less than three weeks before spontaneously resolving or being picked out by the patient. These lesions had been continuously erupting from the age of 5 years, though during both of her pregnancies
